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Types of manuscript
Articles, Short Papers, or Reviews, are welcomed from practitioners,
managers, researchers, and academics, working or involved in any
aspect of mental health and learning disabilities, and service users or
service user groups. All articles and papers are peer reviewed by at least
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mental health and learning disability.
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Contributors are asked to submit 3 copies of their paper or one copy by
e-mail attachment, together with a separate sheet providing brief
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1/Diagram 1)’. Tables, figures, and diagrams should be in black and
white, clear and well drawn.
Copyright - the author is responsible for ensuring the accuracy of
quotations and references. Permission to quote from or reproduce
copyright material in their article must be obtained by authors prior to
submission and acknowledgements given at the end of the paper
before the notes, or, in the case of tables and figures, in the
accompanying caption.
References – references should appear at the end of the article. The
Harvard reference system is preferred in this journal. Within the text,
the name of the author and date of publication should be cited (e.g.
Smith 2001), and, following quoted material, the page reference (e.g.
Smith 2001, p. 90). A full alphabetically ordered list of references
(headed References) should appear at the end of the article after any
notes. The reference list must include every work cited in the text with
dates, spellings and titles being consistent. Two or more works by an
author in the same year should be distinguished by using 2000a, 2000b,
etc. Where there is more than one author of a text or article, each
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Editorial 
 
 
 
  
 
 
 
 
Welcome to the sixth edition of the journal, which continues 
our aim of publishing good quality practice based research. 
This issue contains articles that range widely across mental 
health and learning disability settings. The first article, by 
Elizabeth Bartlett and colleagues in Leeds, looks at the 
longer-term impact of closing large mental hospitals and 
moving care into the community. They look at the 
geographical distribution of people with schizophrenia and 
bipolar disorder and find, against expectation, that these 
treatment changes have not led to a greater concentration 
of people with these problems in inner city areas. The 
second article, by Jon Willows and colleagues from Sussex, 
also looks at the impact of legislation changes, with the 
focus here on developing a referral management system in 
a clinical psychology and counselling service. They report on 
a system that has allowed reduction of waiting times, an 
important government priority. Our third article, by John 
Wattis and Stephen Curran of Huddersfield and Wakefield, 
picks up an important theme that is often ignored in mental 
health services, that of spirituality. The focus is on older 
people and the article is written from a Christian 
perspective, but the issues are so important that they cut 
across all age groups and religious and cultural 
perspectives, so we are inviting comments from others with 
a different focus. The fourth article, by Derek Skea from 
Huddersfield, compares two day centres for adults with 
learning disabilities in terms of quality of interactions 
between staff and service users. Such detailed observational 
studies are difficult to set up but help provide research 
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evidence that can lead to improvement of services. Our final 
article, from Stephen Curran and colleagues in Wakefield, 
looks at the use of hypnotic medication in an older adult 
setting, finding that hypnotics are commonly prescribed, 
particularly to patients with depression. 
 
It is good to see so much practice based research going and 
informing local service delivery in a very direct way. The 
national NHS Research & Development agenda, mentioned 
in our last Editorial, is becoming increasingly centralised, 
with more emphasis on large programmes of research based 
in centres of excellence. Our view is that this will make 
small scale practice based research more difficult to achieve, 
although there will continue to be opportunities to attract 
R&D funding within the ambit of the large programmes. 
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Schizophrenia and Bipolar Disorder in Urban Areas 
 
Elizabeth H Bartlett, Rabia Bourkiza, Lucy R Crosland, Sian 
Edwards, Angela  Cooke, Tariq Mahmood  
 
Abstract 
 
Background 
 
Earlier studies have shown that schizophrenic patients are more likely to be 
living in densely populated inner city areas, whereas bipolar patients are 
more widely distributed.  These studies, however, were generally carried 
out in the pre-community psychiatry era. 
 
Aim of this study 
 
To examine the geographical distribution of cases of schizophrenia and 
bipolar disorder in an urban area of West Yorkshire to see if the drive 
towards care in the community has led to wider dispersion of cases. 
 
Method 
 
Admissions of schizophrenic and bipolar patients to in-patient facilities of 
Leeds Mental Health Teaching NHS Trust over a 3-year period were 
mapped to the electoral wards in which they were living at the time of 
admission. 
 
Results 
 
949 cases of schizophrenia and 930 cases of bipolar disorder were 
hospitalized over this period.  At the time of admission significantly more 
schizophrenic and bipolar patients were residing in inner city areas of 
Leeds. 
 
Conclusion 
 
Closure of large mental hospitals and the trend towards management of 
psychiatric patients in the community does not appear to have had an 
appreciable effect on the concentration of schizophrenic patients in densely 
populated inner city areas.  Surprisingly, the bipolar population is also 
following the same trend. 
 
Competing Interests 
 
Nil 
 
Details of contributors 
 
This study was carried out by a group of 4th year medical students, as the 
Selected Study Component of their Psychiatry, Primary care and Public 
Health module. 
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Dr T Mahmood, as supervisor, planned the study and critically revised the 
draft. 
 
Key Words: Schizophrenia, Bipolar, Epidemiology, Urban, Rural 
 
Introduction 
 
Better provision of mental health services for the seriously mentally ill, 
particularly those with schizophrenia (SZ), is one of the principal targets of 
the National Service Framework (Department of Health 1999).  NICE 
Guidelines (2006) for bipolar disorder (BP) have been published with a 
similar goal. Both illnesses are known to have a life-time prevalence of 
approximately 1% (Weiser et al 2005, Belmaker 2004); however, accurate 
planning of services requires not only the prevalence rates, but also needs 
data regarding the geographical location of these cases.   
 
Striking variations in geographical distribution, particularly of schizophrenic 
cases, were reported by earlier epidemiological studies.  Faris and Dunham 
(1939) found that many SZ patients were located in inner cities and those 
areas with a high level of social deprivation.  Several other research groups 
have reproduced these findings (Hare 1956, Hollingshead & Redlich 1954).   
 
Unlike schizophrenia, cases of BP, however, are more evenly distributed as 
was found in Hare’s (1956) Bristol study.  A more recent study in Ontario, 
Canada has confirmed the earlier reports that cases of bipolar disorder are 
more evenly distributed (Parikh et al 1995). 
 
The earlier studies, however, were carried out before the closure of large 
mental hospitals.  Therefore, it will be interesting to re-examine the 
question, to see as to whether the introduction of community care has 
resulted in wider dispersal of these patients.  Our study was carried out in 
Leeds, which is a medium-sized city with a population of approximately 
700,000.  At the time it was serviced by 5 Primary Care Trusts and a 
mental health trust.  The mental health services are organised along 
functional lines with 3 in-patient facilities based on general hospital sites 
and 14 community mental health teams.  A crisis service is operating and 
assertive outreach and early intervention services are being developed.  
Figure 1 shows the distribution of mental health facilities across Leeds. 
 
Aims 
 
• To map the distribution of patients requiring admission for 
schizophrenia and bipolar affective disorder, according to electoral 
wards determined by patients’ home postcodes.  
 
• To identify whether the distribution of local mental health services 
matches the spread of serious mental illnesses. 
 
Schizophrenia and Bipolar Disorder in Urban Areas 
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Figure 1: Leeds Mental Health Teaching NHS Trust (unpublished 
report) 
 
 
 
 
Methods 
 
Coded data was obtained from the information technology department of 
the Leeds Mental Health Trust (LMHT), for all psychiatric adult in-patients 
with the ICD-10 (W.H.O. 1992) diagnoses F20 / schizophrenia and F31 / 
bipolar affective disorder for the 3-year period (January 2002 to February 
2005).  
 
Date of birth, age, gender, home postcode and the corresponding electoral 
ward were recorded.  
 
Cases whose home postcode did not correspond to a Leeds electoral ward 
were not included in the analysis. 
 
Figures for total population, urbanisation (population density), proportion of 
single person households, education and unemployment levels for the 33 
electoral wards in Leeds were obtained from the 2001 census data. 
 
Socio-economic data obtained from the Leeds City Council was used to 
calculate the Index of Multiple Deprivations (IMD), produced by the 
Department of Transport, Local Government and the Regions (DTLR). This 
takes into account six domains, namely: income, employment, health, 
education, housing and geographical access to services to generate a 
composite score. A high IMD score indicates greater deprivation.  We 
ranked the electoral wards according to their IMD scores with the highest 
ranking given to the ward scoring the highest on the deprivation index. 
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Ethical considerations  
 
The special study projects approval panel of the University of Leeds, 
School of Medicine, approved the study design.  Submission for ethical 
approval was not required as the study did not involve any contact with the 
patients or their case notes. 
 
Analysis 
 
Outcome variables 
 
The primary outcome measure was the case density of each of the two 
diagnostic groups. Population data was used to calculate case density, 
expressed as the number of in-patient cases per thousand people living in 
the ward.  
 
Explanatory variables 
 
Demographic data was examined to assess whether an association with 
case density exists. The following variables in each ward were investigated: 
 
• Urbanisation: determined by the population density of a ward, which 
was calculated as the number of people living in the ward divided by 
the area in miles2 
• Deprivation: wards were ranked according to the IMD 
• Single person households: expressed as the proportion of 
households in a ward reporting single occupancy 
• Unemployment: measured by the proportion of working age 
inhabitants that were not in paid work 
• Education: the proportion of inhabitants with no formal qualifications 
 
Scatter diagrams were plotted to assess the correlation of case density with 
each of these variables. A best-fit line was derived and the Spearman’s rho 
correlation coefficient, a non-parametric test that does not assume an 
underlying normal distribution of data, was calculated to formally assess the 
significance of association between outcome and explanatory variables.  
 
Results 
 
During the study period 949 (38% female, 62% male) patients were 
admitted to psychiatric hospitals in Leeds with an ICD-10 diagnosis of SZ, 
and 930 (59% female, 41% male) patients were admitted with BP. The 
case density for schizophrenia ranged from 0.3 to 3.72 cases/1000 
population and 0.34 to 2.25 cases/1000 for BP (Table 1). The geographical 
spread of admissions for SZ and BP throughout Leeds is shown in Figures 
2 and 3 respectively. Cases of SZ appear to be more centrally located.   
BP, although it is more widely distributed than schizophrenia, does also 
have some pockets of high density in central areas of Leeds. 
 
Significant correlations were seen between case density and explanatory 
variables except education (Table 2), with the level of urbanisation and the 
proportion of single households having the greatest effect. 
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Table 1 Case density and social variables  
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Aireborough 25,617 0.66 1.05 3,155 30 27.3 25.6 2.2 
Armley 22,034 2.09 1.95 10,549 12 33.8 38.0 3.8 
Barwick & 
Kippax 
23,504 0.38 
0.60 
746 18 23.7 31.2 2.4 
Beeston 16,454 2.25 1.70 9,723 9 34.1 41.7 4.7 
Bramley 22,298 1.03 1.70 8,866 11 30.4 37.2 3.9 
Burmantofts 18,507 1.57 1.51 9,940 4 36.5 48.3 6.1 
Chapel Allerton 18,206 3.24 2.03 10,306 8 38.1 31.4 5.0 
City & Holbeck 20,676 3.72 2.13 5,421 1 48.2 42.7 6.7 
Cookridge 21,405 1.45 0.75 4,978 25 29.8 22.3 2.2 
Garforth & 
Swillington 
23,892 0.33 
1.30 
2,132 24 23.0 30.9 1.9 
Halton 22,742 0.35 1.23 3,077 29 26.1 28.8 2.0 
Harehills 21,052 2.66 1.90 20,785 3 32.4 44.7 6.3 
Headingley 25,945 1.23 1.23 24,442 21 40.4 8.3 2.2 
Horsforth 21,562 0.46 1.07 4,828 33 26.9 21.0 1.9 
Hunslet 16,155 2.23 1.49 5,563 6 34.0 51.3 5.6 
Kirkstall 19,964 1.85 1.60 10,795 15 34.9 26.5 3.7 
Middleton 21,002 0.76 0.57 3,945 10 26.3 42.4 4.4 
Moortown 21,473 1.07 1.72 10,282 20 31.8 23.2 2.8 
Morley North 24,812 0.73 0.48 3,859 23 26.4 31.8 2.0 
Morley South 29,239 1.09 0.89 3,683 17 27.9 33.5 2.5 
North 22,171 1.67 1.31 1,347 28 29.9 21.3 2.4 
Otley & 
Wharfedale 
24,496 0.61 
1.14 
1,471 31 28 23.4 2 
Pudsey North 22,835 0.35 1.23 4,367 27 27.2 26.2 2.1 
Pudsey South 22,178 1.04 0.68 6,128 16 28.5 33 2.7 
Richmond Hill 17,704 1.36 1.41 4,861 5 33.6 51.7 6 
Rothwell 21,010 0.52 0.71 2,618 19 25.1 33.1 2.7 
Roundhay 21,823 1.42 1.37 4,869 26 27.9 18.6 2.4 
Seacroft 17,725 2.88 1.41 10,702 2 32.6 50.8 6.3 
University 21,364 3.28 2.25 11,401 7 55.8 23.7 5 
Weetwood 20,721 1.30 1.64 7,581 22 41.6 18.2 2.3 
Wetherby 26,473 0.30 0.34 891 32 24.7 22.1 1.7 
Whinmoor 17,249 0.93 1.22 3,541 14 28.3 38 3.4 
Wortley 23,114 1.04 0.78 4,885 13 29.6 38.9 3.8 
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Table 2: Case density and socio-economic variables 
 
Schizophrenia Bipolar affective disorder  
Spearman’s 
rho 
p-value Spearman’s 
rho 
p-value 
Urbanisation  0.736 <0.001  0.687 <0.001 
Deprivation   0.713 <0.001  0.544   0.001 
Single Person  
Households  0.861 <0.001  0.781 <0.001 
Education  0.330   0.061  0.181   0.314 
Unemployment  0.776 <0.001  0.603 <0.001 
 
Discussion 
 
With the closure of large mental hospitals and the introduction of 
community care, it was hoped that more patients would be managed closer 
to home.  However, the hope does not seem to have been fulfilled, as we 
found higher density of schizophrenia and bipolar disorder in inner city 
areas of Leeds.  Goldberg and Morrison (1965) in their seminal work on 
schizophrenia and social class had found that a great majority of these 
patients had drifted into inner cities and were not born there. This 
observation seems to hold true for Leeds, as the majority of supported 
housing establishments are located in densely populated inner city areas.  
Easy availability of large run-down houses in inner city areas such as 
Beeston, Burley, Holbeck and Hyde Park, which were easier to convert into 
hostels and nursing homes, was possibly the reason for choosing these 
areas for relocating the long-time residents of mental hospitals.   
 
Peen et al’s (2003) suggestion that a higher number of admissions from 
inner city areas are due to greater concentration of chronic patients in these 
areas, seems to be applicable to Leeds; however, it is not the full 
explanation.  Like most inner cities, these areas of Leeds have a 
preponderance of unqualified and unemployed people living as single-
person households in low-cost housing (Pederson et al 2004, Spauwen et 
al 2004, Marcelis et al 1999).  The social deprivation, as shown by high IMD 
scores, possibly creates a more demanding everyday environment, 
resulting in mental stress and perhaps acting as a contributory factor in the 
development and progression of mental illnesses (Paykel et al, Peen et al 
2003, Peen et al 2004).  We found significant correlations between case 
density and urbanisation, single-person households and unemployment.  
However, in contrast to previous work (Sundquist et al 2004) our study did 
not show a statistically significant correlation between education and case 
density.  Nonetheless, it is worth noting that 3 out of 4 areas with the 
highest density of SZ and BP cases have high rates of people with no 
academic qualification.  
 
In contrast to the negative findings of previous studies of rural / urban 
divide in bipolar disorder (Hare 1954, Robins et al 1984, Parikh et al 1995), 
we found pockets of high density in central areas of Leeds.  This may be 
explained by the higher incidence of bipolar disorder in black and other 
ethnic minorities reported by Lloyd et al (2005) in south-east London, 
Nottingham and Bristol.  The areas of Leeds where we found a higher 
Schizophrenia and Bipolar Disorder in Urban Areas 
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prevalence of bipolar disorder have higher representation of ethnic 
minorities e.g. Harehills, a small ward with an area of one square mile, has 
40% of its population consisting of ethnic minorities compared to 8% for 
Leeds in general (National Census 2001).     
 
It is reassuring to note that the provision of mental health services in Leeds 
(Figure 1) roughly matches the geographical distribution of SZ and BP, the 
two most serious psychiatric disorders, and is in line with NSF 
recommendations.  However, if the findings of our study are accurate and 
there is a higher concentration in inner city areas of not only patients with 
schizophrenia but also of those with bipolar disorder, then an even greater 
input is needed by these areas. 
 
A study relying solely on inpatient admissions was obviously going to 
exclude cases that did not need admission during the study period.  
Homeless people were another group who were not included because they 
were without a home postcode and thus were not mapped to any of the 
electoral wards.  A larger community based survey is, therefore, required to 
overcome these limitations and get a complete picture of the distribution of 
the seriously mentally ill in large urban centres.  
 
Conclusion 
 
In view of the higher number of admissions of severely mentally ill patients 
from inner city areas, it is fair to say that the closure of large mental 
hospitals and the introduction of care in the community have not had a 
major impact on the geographical distribution of cases of schizophrenia, 
and in the case of bipolar disorder the move is in the unexpected direction 
of inner cities. 
 
Acknowledgements 
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Withering Waits: the Development of a Referrals 
Management System within a Clinical Psychology and 
Counselling Service  
 
Jon Willows, Robert Marsh, Sarah Gasson 
 
Abstract 
 
This paper charts the implementation and development of a referrals 
management system within a secondary care National Health Service 
(NHS) clinical psychology and counselling service over a period of 
approximately three years. The new system that is described has brought 
about dramatic reductions in numbers waiting for both assessment and 
therapy, as well as modest improvements in attendance rates at first 
assessment. Other changes have resulted from the new system, such as a 
more unified, transparent and collaborative approach, a move to more of a 
consultation model of assessment and an expansion in the breadth of 
clinicians’ roles. The paper explores the challenge of having to continue to 
meet a demand that far outstrips the available resources. This raises 
dilemmas in clinical decision-making, in the positioning of the department in 
relation to referrers, and in maintaining an efficient service with minimal 
waiting lists without losing the depth and variety of work that are strengths 
of the department.     
 
Keywords: Referrals, Waiting lists, Psychological therapies, National 
Health Service. 
National picture  
 
The reduction of waiting times has been a continuous Government priority. 
The NHS Plan (Department of Health 2000) includes a commitment to 
reduce waiting times - the target for a first outpatient appointment being a 
maximum of 12 weeks (Department of Health 2004). Whilst there has been 
general decrease in overall waiting times, waiting lists for psychotherapy 
services remain extensive (Department of Health 2004). At least half of 
psychological therapy services surveyed in working age adult mental health 
services reported a wait of between 10 and 23 months between referral and 
the start of therapy (Rezin and Gardner 2006). There are multiple causes 
for long waiting lists, including demand exceeding supply, poor 
management of waiting lists, inappropriate referrals and higher non-
attendance rates in mental health and psychotherapy services than the 
average across all specialties (Hughes 1995; O’Loughlin 1990).  
History of the local service 
 
The provision of secondary and tertiary psychological therapies in Brighton 
and Hove is perhaps unusual in continuing to be provided for the time being 
largely through out-patient, psychological therapy services rather than via 
multi-disciplinary teams. Until January 2004, the Brighton and Hove 
Department of Psychology and Counselling (where the authors are based) 
operated a sectorised system. Each ‘sector’ psychologist was responsible 
for a geographical area of the city and each had a separate waiting list for 
assessment and therapy. Whilst this approach had some strengths - for 
J Willows, R Marsh, S Gasson  
  19 
 
instance clients could generally see the same psychologist for therapy 
whom they had seen for assessment - it also had many drawbacks. Sector 
psychologists also often felt personally burdened and responsible for the 
waiting times, whilst being unable to reduce them. The range of therapeutic 
approaches available to clients was also restricted by the particular 
approach of each psychologist. A ‘postcode lottery’ also meant that clients 
could wait substantially longer in some sectors than in others.  
Introduction of the referrals management system 
Development of single point of referral 
 
A new system was introduced in 2003 which sought to address these 
problems and to reduce waiting times. This replaced geographical sectors 
with a single point of referral through which all secondary and tertiary 
referrals into the department were processed. A new post of referrals 
manager was established and held by a clinical psychologist within the 
team. The referrals manager read all new referrals, gathered additional 
referral information where necessary, and made initial decisions about 
suitability. Consequently, a significant number of referrals were re-directed 
to other local services where clients could often be seen more quickly whilst 
also accessing an appropriate service. Several new initiatives were 
developed to support this process, as described below. 
Referral criteria 
 
Explicit referral criteria were developed giving the referrals manager a clear 
and transparent basis upon which to make decisions about client suitability. 
Copies were sent to all referrers indicating those people most likely to 
benefit from the service. These guidelines were linked to the Global 
Assessment of Functioning Scale (GAF) (APA 1994: 34). We suggested 
that GAF scores of between 21 and 50 were likely to be suitable for 
secondary and tertiary psychological services. By contrast, scores of 
between 51 and 70 were considered likely to be suitable for the primary 
care counselling service (PCC). For all referrals not meeting the criteria, a 
letter was sent to the referrer containing our referral criteria and a list of key 
alternative local services.  
 
Pre-assessment questionnaire 
 
A pre-assessment questionnaire (PAQ) was sent out to clients who, from 
the referral information, appeared to meet our criteria. This was in two 
parts. Part A asked about demographics, preferred contact details, the 
involvement of other professionals, risk issues and about any children living 
with the client. It also provided space for the client to highlight any concerns 
or particular issues that we might need to consider (such as access 
requirements or specific anxieties about attending). Part B asked about 
presenting problems, what had helped in coping with them, current 
relationships, occupational issues, drug and alcohol use, medication, 
previous therapy and what the client hoped to gain from the service. Whilst 
this part of the questionnaire was optional, most chose to complete it.   
 
In considering which questions to include, we tried to gather information 
that would be informative without being overly intrusive since, at that early 
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stage of assessment for suitability, there was no guarantee that the process 
would go further. With this in mind, there were no specific questions about 
family history or traumatic events in childhood.  
 
One of the functions of the questionnaire was to assess motivation. 
Consequently, it was necessary to return Part A by a specified date in order 
to continue with the assessment process. If we received any information in 
the referral letter suggesting that the prospective client may not be able to 
read the questionnaire, for whatever reason, then the questionnaire was 
not sent. One possible criticism of this procedure is that it risks excluding 
some of the less literate or more chaotic clients.  
 
The questionnaire allowed us to re-direct clients who could be helped by 
another service without going through the process of further assessment. 
For the majority who went on to attend assessment sessions, the 
questionnaire also provided helpful background information for the 
assessing clinician. Finally, we sent a Clinical Outcomes in Routine 
Evaluation - CORE (Core System Group 1998) with the questionnaire, 
which was helpful in identifying risk issues that might need prompt 
attention.   
 
Allocating assessments  
 
Upon receiving returned questionnaires, the referrals manager allocated 
particular assessments to particular clinicians. A team consisting of clinical 
psychologists, counselling psychologists and counsellors possesses a 
broad range of skills and experience. A major advantage of having one 
team member allocating assessments is that consideration can go into 
establishing the likely best ‘fit’ between client and assessor so that the 
service can remain responsive both to clients’ needs for clinicians with 
particular expertise as well as to clinicians’ needs for certain cases for their 
own development and also that of any trainee clinical psychologists 
alongside them.   
 
Client choice 
 
If, based upon responses to the questionnaire, the service seemed suitable 
for the client, a letter was sent inviting them to choose an appointment time 
and date. Previously there was often no choice but the new system usually 
allowed for some choice of time, date or location in line with government 
recommendations at the time. 
 
Audit 
 
Diagnostic audit codes were developed allowing assessors to indicate the 
client’s main issues and to indicate severity using the GAF. Likewise, 
CORE forms given with the pre-assessment questionnaire, complemented 
outcome measurement. An audit of the pre-assessment questionnaire 
suggested staff generally saw it as a helpful assessment tool. Interestingly, 
it seemed to be used in different ways according to the therapeutic 
approach of the clinician. For instance, more psycho dynamically oriented 
therapists tended to highlight the process of how the form appeared to have 
been completed and those with a more solution-focused orientation made 
more use of highlighting the resources people had identified as helping 
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them to cope. The feedback provided by clients enabled us to clarify and 
amend some of the questions in the questionnaire. It also made us more 
aware of the way in which some had been completing the CORE 
strategically in order to try and elicit a more active response from us. 
 
Results - impact of new system  
 
Numbers waiting 
Figure 1 below, shows that the number of people waiting for assessment 
has dropped from 510 to around 20. Since the new system has been 
operating there has been a reduction in those waiting for assessment of 
some 95%. This has continued to remain stable over time because the new 
system allows for the flexible allocation of clinical time to either assessment 
or therapy; depending on where need is greatest. The wait for a first 
assessment has dropped from 18 months, in one of the old sectors, to 
approximately 16 weeks, and sometimes considerably less than that.  
 
Figure 1. Assessment waiting list  
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As indicated in Figure 2 below, there have been similar decreases in the 
number of people waiting for therapy - from 280 to 86. This number has 
continued to fall and at the time of writing was less than 50. Encouragingly, 
although the waiting time for therapy remains long, this is gradually 
reducing.  If the therapy list continues to decline at the same rate as it has 
done over the past year, there should be no waiting list within a few 
months. 
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Figure 2. Therapy waiting list 
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Referral rate 
The number of new referrals received in the department has also 
decreased under the new system (figure 3). This number continues to fall. 
Based on our transparency with regard to waiting times, referrers now have 
a very clear idea of how long clients may have to wait for psychological 
therapy. Similarly, with regular liaison and by repeatedly sending out 
referral criteria alongside information about other services, some referrers 
appear to begun to develop a much more informed view about suitability for 
this service. 
   
Figure 3. Referrals received per month from January 2004 to 
November 2005 
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DNA rates 
The number of assessment appointments missed with out notice (DNA) has 
seen a small but important reduction (Figure 4). This may have been due to 
the greater choice now offered to clients for their assessment appointment. 
It is also likely to have been due to the introduction of several new 
gateways in the process from referral to first assessment at which the 
suitability of the service for the person is assessed and motivation explored.  
 
In previous studies, the effect on attendance rates from sending opt-in 
forms and questionnaires has been mixed. For example, Markman & 
Beeney (1990) and Ambrose & Ormond (1996) found no significant effect 
on DNA rates for initial appointments from sending an opt-in form with an 
information leaflet, or a ten page questionnaire, respectively. However, 
Eynon (1993) reported that the use of a psycho dynamically oriented pre-
assessment questionnaire helped reduce DNAs. Various forms of client 
opt-in, whether by asking client to send in a return slip indicating intention 
to attend (Anderson & White 1994; Green & Giblin 1988), asking them to 
telephone (Chiesa, 1992) or offering a choice of appointment together with 
asking for confirmation of attendance (Reid & McIvor 2005) all reduced 
non-attendance rates. Amongst the waiting list strategies listed in the paper 
‘Organising and delivering psychological therapies’ (Department of Health 
2004) are opt-in procedures via contacting the service for an appointment 
and opt-in procedures via questionnaire. 
 
Figure 4. Assessment DNA (%) per month from January 2002 to 
November 2005 
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Transparency 
 
When operating a number of semi-autonomous sectorised systems, 
clinicians, for many reasons, could be somewhat reserved about their 
waiting lists. Under the new system, the team shared the same waiting list. 
This appeared to prompt more openness and a shared sense of ownership 
amongst the team. It was then possible to extend transparency about the 
waiting time incurred on this central list to clients and referrers. 
  
Accepting the reality of long waits has clearly been a source of distress for 
referrer, client and assessor alike. However, as a result we are much 
clearer about the actual capacity of the service to see clients and have 
been able to convey that clearly and confidently to referrers. Subjectively, 
this seems like a much healthier process in which clinicians do not need to 
feel driven by the illusion that working ‘ever harder’ will somehow make the 
waiting list disappear. Nor is the reward of the work undermined by the guilt 
behind erroneously promising a service that could not realistically be 
offered in the foreseeable future.  
Working with referrers and managing change 
 
This process has positioned the referrals manager in much closer contact 
with referrers. This has been an illuminating process in itself. It has brought 
old tensions to light and provided the opportunity for working more actively 
with inter-service conflict in a system where open communication, for many 
reasons, can be less than ideal.  
On occasion, our greater transparency about waiting times met with anger 
and complaint. Likewise meeting with Community Mental Health Teams 
has, on occasion, tended to highlight old struggles and the enduring status 
of stereotyped notions of clinical psychology. It also became clear that 
many referrers had not developed an in-depth knowledge of where best to 
refer. The tried and tested referral pathways have been difficult to change 
and, rather than seek guidance, some might continue to follow these well-
worn routes using psychology as a triage service. In some quarters, use of 
our criteria has also had limited uptake. However, we accept that the 
prospect of familiarisation with yet another complex set of criteria is unlikely 
to appeal to a busy GP. 
 
Alongside these tensions, the increased contact with other services has led 
to a degree of rapprochement. For example, some GP practices have 
responded very well to letters informing them that the service is struggling 
with a significant backlog of cases. When referrers know just how much 
demand exceeds capacity, it invites some understanding and promotes the 
case for change. GPs have also welcomed the opportunity to meet to 
discuss referral criteria and to contribute to conversations in which a local 
‘map’ of psychological services is being established.  
 
Working with clients’ reactions  
 
Although the wait for a first assessment appointment is now within more 
acceptable limits, the waiting time for therapy has not yet reflected the 
major reductions in numbers of people waiting for therapy. When the likely 
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waiting time is years rather than months, the process of assessment 
becomes the focus for some particularly difficult feelings.  
 
For clients, understandably, this can involve disappointment, shock and 
anger. Being made aware of a wait of several years for therapy, when one’s 
hopes are high, can be a powerful trigger to the resurgence of underlying 
feelings of worthlessness or abandonment at the point of need. Indeed, the 
experience of assessors suggests that much of the work in recent 
assessment sessions has been around exactly these issues. The effect 
upon staff has also been considerable. The rigours of working through 
these emotionally charged issues have been a central feature of much 
discussion and peer support.  
 
Moving towards a ‘consultation’ model 
 
There has been a shift in thinking away from treating ‘assessment’ as an 
automatic conduit to a place on the therapy waiting-list. Instead, the 
sessions have increasingly been used as discrete consultations in their own 
right. The experience of the team has been that that this process could be a 
powerful intervention in itself, which has mostly been accepted and 
welcomed by both staff and clients.  As always, our aim was that the client 
should feel heard and understood. In providing a consultation, our goal was 
that they should also receive a useful formulation and ideas about services 
and resources that could be mobilised relatively quickly.  
 
Typically, the options ranged from recommending more of what had worked 
already (e.g. making use of trusted sources of support, exercise, relaxation) 
to signposting reading material, recommending psycho-educational or self-
help groups, advice services (e.g. supporting a return to voluntary or paid 
work, or housing advice), primary care counselling, or approaching other 
providers of psychological therapy. This change to a more consultative and 
indirect role was difficult to establish since it required a different kind of 
thinking and an adaptation to a different kind of service. Recognizing that 
many clients could benefit from some form of very brief intervention 
elsewhere could be a difficult shift, especially for those of us accustomed to 
accepting people onto our own therapy waiting-list. A more consultative 
practice could also, perhaps, challenge hidden fantasies of omnipotence on 
the one hand and arouse strong guilt feelings on the other. More generally, 
it represented a marked shift away from the more traditional emphasis on 
direct clinical work.    
  
Changing traditional ideas of what the service offers 
 
Introducing the new system saw changes in the balance of workloads of 
many psychologists in the department away from largely direct clinical work 
and towards more indirect clinical activity. This involved reconfiguring 
resources and investing significant time in the process. For instance, 
establishing the referrals manager post meant relinquishing the equivalent 
of at least one half-time clinical post. Referrals management meetings also 
require staff to redirect some clinical time to the referrals process. 
Nevertheless, Figure 5 (below) counters the hypothesis that if we were 
simply to do more direct clinical work, rather than actively manage the 
referrals process, we would reduce the waiting list. In fact, the new system 
has been able to almost completely eliminate the assessment waiting list 
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(as well as dramatically reducing the therapy waiting list), despite clinicians 
now offering far less assessment appointments.  
 
Figure 5. Assessment appointments offered per month 
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Many clinicians now perform a greater breadth of work, such as developing 
specialist services, systems management, clinical supervision, consultation, 
and inter-service liaison. There has also been more engagement with GPs, 
CMHTs, and other mental health services. This makes the work more 
varied and interesting, reduces the likelihood of burnout, and makes use of 
the breadth of clinical psychology training. The team has spent more time 
together and has been able to appreciate one another’s ways of working. 
This has been reflected in more joint sessions, referrals management group 
discussions, team-building days, reflective groups and presentations on 
areas of specialist interest. This new feel to the department, further 
diversified and enriched by new staff with different skills, has been 
liberating even though previous role identifications have had to be modified.  
 
Whilst these changes have been positive, it is has also been important to 
ensure that many of the valuable aspects of the previous identity of the 
department were not been lost. Historically, the department has created a 
solid psychotherapeutic base through creating several specialist therapy 
services and investing in extensive continued professional development for 
staff (CPD). It contains clinicians who are experienced in delivering both a 
breadth and depth of therapeutic approach which has enabled it to offer 
effective medium to long-term interventions to people with significant 
difficulties. To have thrown this rich ‘bath water’ out in the interests of 
producing efficient ‘short-term only’ babies would have been a sad loss for 
clients and clinicians alike.    
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Towards the future 
 
An overview of maintenance and development 
 
At the time of writing, the referral rate and the number of people waiting for 
a service have both declined and continue to fall. Consequently, we have 
begun to implement maintenance strategies to make best use of the skills 
in the department.  
 
Our experience suggests that the following factors are likely to be important 
in the long term:   
 
• Accurate assessment of the client’s needs and suitability for the 
service  
• Accurate identification of the place of the service on the ‘map’ of 
local psychological therapies  
• Promotion of co-working with other agencies  
• Staying up-to-date on local service context and alternative referral 
pathways 
• Staying up-to-date on government recommendations and current 
clinical guidelines 
• Making best use of the shifting skills base within the team 
• Balancing the above with CPD needs and individual preferences 
 
In order to maintain and develop this situation, we also recognise that the 
following issues will need to be addressed. 
 
Service capacity  
 
It is clear that an accessible service has to work within its resources. 
Inevitably this involves setting quotas so that demand does not outstrip 
resource in a way that creates an unacceptably long waiting-list. Realistic 
quotas must be based upon an accurate appreciation of service capacity. 
We established this by asking clinicians to estimate the amount of time they 
dedicated to direct clinical work given the broad range of activities they 
might undertake in an average week. We found that the actual direct 
clinical time available was about half of the total work hours. Having 
established an average treatment length of, in this case, 30 sessions, it was 
possible to estimate how many clients could be treated per year. In our 
case, demand (in terms of referrals per month) outstripped actual capacity 
by a ratio of 16:1. This baseline figure might then be used to regulate the 
number of referrals accepted and to support a case for acquiring more 
resources.  
 
Dilemmas of inclusion and length of therapy contract  
 
In a situation in which demand repeatedly outstrips resource, the risk is that 
certain client groups, who are perhaps either too complex or else too 
‘straightforward’ for time-limited secondary care psychological therapy, may 
be unable to access the service. It may be that the most depressed, those 
least familiar with local systems (such as refugees and asylum seekers) 
and the least literate, find it most difficult to access a system that requires 
one, if not two, layers of opting-in.  
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Another potential casualty may be the depth of work we undertake. For 
instance, one suggested solution has been to adopt a primary care model 
to secondary care work and to offer a fixed and small number of sessions 
as a maximum, irrespective of presentation. Not only might this serve to 
propel the ‘revolving-door’ of repeated referrals, it may not be favoured by 
many clinicians who, for instance, have acquired extensive experience and 
expertise in longer-term work. In our experience, as the severity threshold 
for the psychological services has risen, the complexity of the work has 
increased; consequently the length of time necessary to work with clients to 
achieve meaningful results has grown. Inevitably, this leads to a reduction 
in the actual number of clients the service can see each year whilst 
avoiding a waiting list.  
 
Communication 
 
It is essential that communication with referrers continues to be clear and 
helpful. Regular liaison with CMHTs has been shown to lead to better 
referrals (Rezin and Gardner, 2006). Referrers need to have the relevant 
information to enable them to make good referral choices earlier on, and to 
have a better understanding of the way that psychological therapy services 
work. Perhaps even more important is the development of sound 
relationships with referrers so that we can take a collaborative position 
given our shared perspective on the imbalance between resources and 
demand.  
 
One idea is to provide referrers with a newsletter containing up-to-date 
waiting-time information and descriptions of what the service provides. 
Another idea (provided by a referrer) is to produce a ‘map’ on a single piece 
of A4 (to promote uptake) to distinguish different services, their suitability 
criteria, referral pathways along with signposts to more detailed information 
about a particular service including a contact telephone number. Simply 
discussing the idea has meant that important inter-service conversations 
have taken place providing the opportunity to sort out long-standing 
assumptions and misperceptions of ‘who does what with whom’.  
 
Pragmatic or clinical decision-making? 
 
We are aware that, in avoiding developing another long waiting list, our 
solution involves imposing manageable limits on access to longer-term 
individual therapy. Within these limits it is clearly contingent upon us to be 
appropriately selective and to make responsible use of very scarce state 
resources. However, the accounts we share amongst ourselves about our 
decision-making often reveal a difficult tension between clinical need and 
financial management. On the one hand, our decisions not to take some 
people on for therapy are clearly justifiable because a traditional 
psychological therapy approach is unlikely to help everyone. Many clients 
could also benefit from consultations, brief therapy or other community-
based services. We also recognise that therapy is not a modern panacea 
and that there is evidence to support our view that brief interventions can 
also be effective. More philosophically, we can also comfort ourselves with 
community psychology and social constructionist perspectives that 
locate problems less in the individual and more in social inequalities 
and power relations.   
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However, it can sometimes be difficult to know the extent to which our 
clinical judgments are influenced by pragmatic considerations about 
the availability of resources. Traditionally, we have seen ourselves as 
clinicians and not as financial managers, but if Lord Layard's proposals to 
significantly increase access to psychological therapy are implemented, the 
picture might change altogether. For example, many who may currently 
appear 'unsuitable' for therapy could become potential candidates for the 
suggested short term interventions. If we also imagine a world in which will 
be competing with other therapy service providers, how might this 
further change our 'clinical' judgments about the suitability of clients for 
psychological therapy?  Judgments made by therapists whose living 
depends on having enough private therapy clients are likely to experience 
very different pressures on them, which may lead to more inclusive 
decisions about 'suitability' than those working in the heavily over-burdened 
NHS. These observations suggest that we cannot fully divorce the 
pragmatic from our clinical decisions however much we would like to 
maintain the 'purity' of our clinical role. This is clearly another inherent 
conflict that requires ongoing debate and reflection.  
 
Conclusions 
 
The decision to set up a single point of referral with a dedicated referrals 
manager and referrals team has been successful. The team is in a good 
position to ensure that we remain responsive to the dilemmas created by 
an imbalance of demand and resource without sacrificing the depth and 
range of work on offer. Upon reflection, we have found that being ‘too busy’ 
to think strategically or to respond adaptively simply risks accumulating 
further long waiting-lists, resulting in distress for clients and clinicians alike.  
 
The changes that have taken place in waiting-list and referrals 
management echo broader changes in the type of work the department 
does as well as in its relationship with referrers and colleagues in allied 
services. There has been a positive shift towards greater openness, 
collaboration and better communication which has led to greater critical 
evaluation of departmental functioning and a keener sense of our place on 
the ‘map’ of services. This has highlighted the shortfall of local service 
provision. However, rather than quietly accumulate long lists of clients 
waiting to be seen, we are now more able to make informed comments 
about the level of unmet need and to consistently report on the imbalance 
between demand and resource in the interests of supporting effective, 
needs-led commissioning.   
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Spirituality and Mental Well Being in Old Age 
 
John Wattis & Stephen Curran 
 
Abstract 
 
This article reflects on the difficult relations between science and religion, 
the role of spiritual belief in the mental health of the elderly patient and the 
evidence it has an effect even on patients with dementia. 
 
Key words: spirituality, mental well being, old age. 
  
 
‘If the head and body are to be well, you must first begin by 
curing the soul, that is the first thing …… the great error of 
our day is that physicians separate the soul and the body, 
when they treat the body.’ – Plato’ (Koenig 1994) 
 
The divorce between science and religion that started with the 18th century 
‘age of enlightenment’ makes many of us uneasy about addressing this 
issue. We fear mixing the scientific with the spiritual. Indeed, some see 
science and religion as not merely divorced from each other, but in active 
opposition. This has been reflected in the lack of consideration of spiritual 
issues and values in the training of doctors and other health professionals. 
Physicians and others in positions of power may also feel uneasy in case 
they inflict their religious beliefs (or lack of them) on their patients. Here we 
try to adopt an evidence-based approach to resolving these dilemmas. 
 
Definitions 
 
Old age is commonly seen as having several stages; the National Service 
framework for Older People (Department of Health 2001) describes three: 
 
• Entering old age (can start as young as 50 years); 
 
• Transitional phase (early retirement when health and physical 
capacity remain good); 
 
• Frail old age (when increasing fragility and dependence are found). 
 
In everyday life, successful ageing can be described as coping well with the 
challenges and crises of growing old.  Good mental health in old age 
depends on the absence of specific disease processes but, perhaps even 
more, on how we cope with any challenges that occur.  Even with such 
devastating diseases as severe depression or dementia, recovery or 
successfully coping with progressive disease depends on personal and 
interpersonal resources as well as specific treatments. 
 
Religion and spirituality are related – but not identical – concepts.  One 
definition of spirituality is ‘a quality that goes beyond religious affiliation, that 
strives for inspiration, awe, meaning and purpose, even in those who do not 
believe in any God’ (Murray and Zenter 1986).   Religion, on the other hand, 
can be viewed as the ‘politics’ of spirituality: the rituals, beliefs and power 
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structures found in different religious creeds – or more succinctly, as the 
means by which we relate to God. 
 
Evidence base 
 
Some of the most detailed work on the relationship between religious 
beliefs and mental health in old age has been carried out by Harold Koenig 
and associates at Duke University in the United States (Koenig 1994).  
They looked at self reports relating to how important religion was to the 
individual and found those for whom religion had become increasingly 
important with ageing were less likely to be depressed (as scored on the 
observer-rated Hamilton Depression Scale and the self-rated Geriatric 
Depression Scale).  They and others working in the United States (US) 
found around a third of men and two-thirds of women spontaneously 
mentioned religion as important for coping with the challenges of old age.  
Major depression and depressive symptoms were less in those with a 
religious affiliation or self-reported high religious coping, though other 
variables may have influenced these results. 
 
In other studies, strong religious affiliation was inversely related to levels of 
anxiety but, again, other variables may have mediated these results.  
Whether or not the association is directly causal it seems that, within North 
American culture, religious practice and coping styles are generally 
associated with less anxiety and depression.  The evidence base is 
complicated.  Those wishing to understand it further are referred to 
Koenig’s excellent books (Koenig 1994, 1997).  But the research in this 
field offers a fascinating trail of evidence.  Methodologically sound research 
shows, for example, that over a six-year period among non-disabled 
elderly, lack of private religious activity (prayer) is associated with an 
increased risk of death (hazard ratio 1.6, 95 per cent confidence internal 
1.2-2.2).  Not all religious belief is positive.  For example, a two-year follow-
up of medical inpatients showed those who believed God was punishing 
them, had abandoned them, did not love them, did not have the power to 
help or felt their church had deserted them, experienced 19-28 per cent 
greater mortality (Pargament et al 2001). 
 
There is relatively little quantitative research about spirituality and 
depression.  There is even less about spirituality and dementia.   A carer 
recently told us about two people with dementia who attended their local 
Salvation Army meeting and appeared to get great benefit from joining in, 
especially with the singing.  One of the authors knew a woman with 
moderate dementia who attended a (largely silent) Quaker meeting for 
workshop and others have written about the engagement of old people, 
including those with dementia, in religious activity (Jewel 1986).  Given the 
lack of ability of many older people with dementia to be able to 
independently attend religious services, we must question whether – in 
effect – depriving them of the opportunity to do so for want of an escort, can 
be counted as a form of abuse. 
 
Practical applications 
 
The process of medical consultation can be construed as involving three 
elements: 
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• A good interpersonal relationship between doctor and patient; 
 
• sound technical skills and knowledge; and  
 
• a creative synthesis of knowledge and skills with the patient’s 
situation to produce effective solutions. 
 
Looking at these in turn, we can examine how they may interrelate with the 
patient’s spiritual and emotional well being. 
 
Good interpersonal relationship 
 
Mutual respect and positive regard are the foundations for good 
relationships.  The doctor must respect the patient as a person with their 
own beliefs and integrity.  Patients must respect their doctors’ knowledge, 
skills and integrity in order to place trust in their assessment and advice.  
This respect includes respect for different religious and spiritual beliefs and 
values.  When working with older people it is likely (but by no means 
certain) that doctors, coming from a younger generation, often a different 
culture and a scientific background, will have different religious beliefs to 
their patients.  Ethical standards forbid any imposition of religious values on 
the consultation.  However, given the evidence base about usually (but not 
always) positive impact of religious coping, how far should doctors seek to 
reinforce religious beliefs where they exist?  This is a relatively simple issue 
to address where doctor and patient share a common culture and religious 
affiliation, though even here care should be taken not to make too many 
assumptions about shared values and beliefs.  Where there is a difference 
in religious beliefs, it may still be legitimate for the doctor to encourage 
patients in their own religious practices.   
 
Key points 
 
• Spirituality and religious practice can affect mental health. 
 
• Spiritual beliefs can even influence mortality. 
 
• Doctors have a duty not to impose their own beliefs on patients. 
 
• They also have a duty to respect patients’ spiritual and religious 
beliefs and practices, and encourage them where appropriate. 
 
 
Sound technical skills and knowledge 
 
Maintaining good medical practice is an obligation on all doctors.  This 
means maintaining skills and staying up-to-date with the evidence base for 
practice.  There is clearly an obligation to exercise those skills and apply 
that knowledge in the diagnosis and treatment of older patients.  The 
relevant knowledge base will vary from patient to patient and from medical 
specialty to specialty.  Part of that knowledge base now includes the 
emerging research about the effects of religious beliefs on health and 
survival.  Applying that knowledge base depends on the relationship 
between doctor and patient discussed above.  In a multicultural society, we 
would do well to be informed about the variety of religious beliefs and 
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values held by our patients so that we can be sensitive to them in our 
practice.  When appropriate we need to enquire of our patients about their 
religious beliefs and their relevance (if any) to the issues they bring to us.  
Most older people in the United Kingdom are currently likely to belong (at 
least nominally) to a Christian group, but as time goes on an increasing 
number will belong to other faith groups.  Some of the background issues 
are explored, predominantly but not exclusively from a Christian point of 
view, in the book ‘Spirituality and Ageing’ (Jewel et al 1986). 
 
Co-creating solutions 
 
The model of medical practice has shifted from the one where patients 
bring their problems to doctors, who make a diagnosis and prescribe 
treatment.  Some patients, especially older patients remain very 
comfortable with this model – and we should respect this, too.  Some 
situations also lend themselves to this model.  For example, the patient 
who has an acute illness, especially one that is life-threatening, will be only 
too willing for the doctor to ‘take charge’.  Increasingly, however, patients 
and doctors engage in developing a shared understanding of the problem 
and agreeing solutions that are appropriate and acceptable to both.  As 
Oppenheimer writes: ‘If we could do one single thing to make older 
people’s lives happier, the best would be to stop stereotyping and treat 
them as individuals’ (Oppenheimer 1986).  And so we come full circle: the 
capacity to co-create solutions for patients’ health problems depends upon 
the quality of our relationships with them and our ability to use our technical 
knowledge and skills in understanding their problems and agreeing with 
them the best way forward.  Beyond that, we can also contribute to making 
sure that people with dementia have their spiritual needs met, perhaps by 
encouraging the use of Spiritual Care Plans (Moffitt and Hammond 
available through the Levison Centre).  For more information on these care 
plans, how they are of benefit and how they may be implemented, there are 
some useful websites: 
 
Methodist Homes for the Aged: http://www.methodisthomes.org.uk 
 
Levison Centre (hosts the Christian Council on Ageing Dementia Group 
website): http://rps.gn.apc.org/leveson/resources/study-ccoa.htm 
 
Editor’s Note: this article first appeared in Geriatric Medicine in December 
2006.  It is reprinted with kind permission of Deborah Valentine, Editor of 
Geriatric Medicine.  The authors would like to re-state the comment in their 
article that service users saw spirituality as an important resource and invite 
correspondence from people of different religious and cultural 
backgrounds.   
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Quality of Staff - Service User Interaction in Two Day 
Centres for Adults with Learning Disabilities 
 
Derek Skea 
 
Abstract 
 
This study involves quality of interaction between Day Centre staff and 
Service-Users with Learning Disabilities in two Day Centres (Dc1 n=50, 
Dc2 n=247). The Quality of Interactions Schedule (QUIS) was applied 
within an eight month prospective design, involving 32 visits which 
constructed a ‘typical day’ composed of 20-30 minute observational 
sessions within each Day Centre.   
 
The largest proportions of interactions were of a positive nature (87%) 
across both Day Centres. More positive care interactions were seen in Dc1 
and significantly higher rates of positive interactions in Dc1. The greatest 
use of Verbal and Non-verbal interaction was observed in Dc1. Service 
users initiated more of the interactions in Dc2. Lengthier verbal interactions 
were seen in Dc1 and conversely greater amounts of short verbal 
interactions were seen in Dc2. Within both centres time-tables that were 
inspected indicated similar proportions spent in: Work, Leisure, Education, 
Community and Social skills sessions. In comparison to previous studies a 
relatively low proportion of activities were community based and social 
skills orientated. 
 
Results are framed within comparable observational studies in Day 
Centres; differences in measurement characteristics employed (Cummins, 
2000, 2002) and service evaluation of quality of life in Day centres for 
adults with Learning Disabilities. Reliability and validity of results were also 
examined.   
 
Keywords: Quality of Interactions, Quality of Life, Day Centres, Learning 
Disabilities, Engagement. 
 
Introduction 
 
At the time of the 1971 White paper ‘Better Services for the Mentally 
Handicapped’ (Department of Health 1971) there were 24,000 places in 
Adult Training Centres; by 2000, this had increased to 49,600 with a further 
6,630 NHS places being utilised (Department of Health, 2001). The 2001 
White Paper proposed that Day Centres made a ‘limited contribution to 
promoting social inclusion or independence’ and mentioned key areas in 
which Day Centres along with residential services could ‘help people 
develop social skills and the capacity to form friendships with a wider range 
of people’.  It was the present Government’s explicit aim to see Day 
services modernised by 2006. 
 
By comparison with the substantial body of research examining residential 
services in the U.K., existing day services have received little attention from 
researchers. At an organisational level Seed (1988) studied 15 Scottish 
Adult Training Centres using broad categorisations of activities and policy 
areas; staff were interviewed to gauge their perceptions of what their centre 
was about. Their findings showed that ten percent of all activities could be 
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rated as work.  Sport and games accounted for twenty percent, and the 
largest grouping was subsumed under the broad category of 'education'. 
There was considerable variation in these relative percentages between 
locations.  
 
Seed (1988) found seven broad models of practice:  
 
1. Work, providing work experience and preparation for employment 
 
2. Social care, which emphasised normal living and the social skills 
needed for community living 
 
3. Further education, provision of further education and adult role 
responsibilities 
 
4. Assessment and throughput, appropriate placement of people 
 
5. Recreation, development of a range of interests and activities 
 
6. Shared living, developing a sense of community and breaking down 
staff-user barriers  
 
7. Resource, giving access to a range of normal community based 
facilities   
 
More recent research evaluating the quality of day centre provision has 
focussed on two areas. Firstly, the extent to which service users are 
engaged in meaningful activities, and the extent and nature of staff: service 
user interactions (Felce, de Kock & Repp 1986). The second involves 
O’Brien’s (1987) key service quality principles; of particular importance here 
is O’Brien’s concept of the ‘status’ of service users.   
 
From the present authors Symbolic Interactionist view, poor quality of 
interaction can decrease self-perceived status and have a detrimental 
effect on self esteem (Carnaby 1999; Hewitt  1994). 
 
Collins and Toft (1999) conducted an eight year prospective study of twelve 
adults and found improvements in their day centres in terms of: decreased 
group sizes, increases in the range of activities and an increase in 
‘engagement’ defined by Collins and Toft (1999) as per Emerson and 
Hatton (1994) as: ‘appropriate non-social activity or social interaction 
between the user and others’ 
  
McConkey, Morris and Purcell (1999) used a coding frame that 
concentrated on ‘communication per se’ to analyse videotapes of 
interactions between a self selected sample of staff and service users in 
both day service and small scale residential settings.  Their results showed 
staff were four times more likely than clients to initiate a communicative act, 
and that staff made twice as many verbal communicative acts than the 
clients.  Principal components Factor Analysis on communication measures 
yielded 4 main factors: ‘directive’ including instructions, gestures and 
reinforcements, ‘conversational’, ‘clarification’ and ‘facial signals’. Analysis 
of the number of communication acts within each category produced some 
evidence that participants shifted their communicational strategy according 
to context.  Directive strategies were used more in shared activity and 
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instructional sessions and less in chat sessions, while conversational 
strategies were seen more often in chats than in shared activities and 
instructional sessions. Importantly, no evidence was found that participants 
modified their communicational style in response to the abilities of the 
service users with whom they were conversing.  Neither the number of acts 
in each of the above four categories, nor the number of verbal 
communications, nor the number of non-verbal communications, differed 
according to whether staff members were interacting with verbal or non-
verbal service users.   
 
Expert ratings of social interactions concluded that participants had few 
opportunities to engage as ‘equal partners’ in the communication process. 
Staff over-verbalisation was seen particularly when the residents were 
predominantly non-verbal, a high level of verbal directives and questions 
were used and a lack of adjustment to the clients’ linguistic level noted.  
 
In view of the limited amount of research on staff: service user interaction 
and levels of engagement in U.K. day services, hypotheses regarding the 
factors which might influence these variables may be drawn from the 
literature on residential services. A consistent finding in the literature is that 
of a smaller quantity and a higher proportion of neutral and negative 
interaction in hospital settings when compared with community settings 
(Felce & Perry 1995). Prior (1979) found staff in traditional institutional 
settings use more controlling, directive speech rather than positive social 
conversations.  
 
The staff to resident ratio is an important factor in determining levels of 
staff: client interaction. Mansell, Felce, Jenkins & De Kock (1982) found 
that in community based units, as the number of staff increased in the 
observational field, the amount of interaction with residents seen as a 
proportion of staff time, decreased.  Felce, Repp, Thomas & Ager (1991) 
compared rates of interaction in four large institutional settings, three large 
community based units and two groups of small homes in the community.  
In all settings, increasing staff numbers while keeping client group numbers 
stable, did not increase the quantity of interaction seen.  
 
Research from residential services suggests three possible hypotheses to 
be tested in evaluating influences on staff: client interaction in day centres: 
 
1. Rates of staff: client interaction will be higher in smaller day centres 
than in larger centres. 
 
2. A greater proportion of interactions will be positive (as opposed to 
neutral or negative) in smaller day centres than in larger centres. 
 
3. Higher rates of interaction will be observed in services which are 
arranged so that a single staff member works with a group of clients 
than in those arranged so that groups of staff work with groups of 
clients, even if the overall staff: client ratio is similar. 
 
Much of the research conducted in residential services in the U.K. has 
assumed a broadly behavioural perspective from which the quality of staff: 
client interaction is judged by how effective that interaction is in supporting 
task engagement in the service user. A Symbolic Interactionist framework 
however provides another perspective for evaluating the quality of 
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interactions. From this perspective, it is proposed that more self-affirmation 
will ensue from positive social and care interactions; that is: quality of care 
is more determined by quality of social interaction as opposed to the 
physical aspects of care or engagement in activity per se.  
 
The Quality of Interactions Schedule (QUIS) (Dean, Proudfoot and 
Lindesay 1993) offers one possible structured approach to examining staff: 
client interactions. The QUIS was developed within the Domus evaluation 
projects as a further measure of Quality of Life/Care in residential settings, 
for people suffering with Dementia. QUIS is a non-participant time-sampling 
process where the number and quality of interactions are estimated from a 
series of (20-30 minute) observational slots spread over a number of visits 
and giving a 'typical' day within that particular environment. QUIS has been 
applied by the writer in previous studies in psycho-geriatric traditional 
hospital wards and new NHS community based environments (Lindesay 
and Skea 1997; Skea and Lindesay 1996).  
 
Two hypotheses were examined: 
 
1. Service users in the smaller day centre would receive a higher rate of 
interaction from staff than those in the larger centre. 
 
2. The proportion of interaction in the smaller day centre which is of a 
Positive type, as opposed to Negative or Neutral, will be higher than in 
the larger day centre. 
 
Method 
 
The Day Centres and Participants 
 
Both consenting centres were financed, managed and planned by a single 
shire county Social Services department.  Leisure, recreation and work 
experience/college activities and programmes were expected to be broadly 
similar, due to the single nature of the planning involved. 
 
Day centre 1 (Dc1) had at the time of the study, a capacity for 50 attendees 
(over the observation period the actual number ranged between 46 and 
50).  Day centre 2 (Dc2) had a capacity of 250 (247 actual attendees at the 
time of the study). Dc2, located nearer the City centre, was a large 
congregate facility, purpose-built as a day centre, with a mainly open plan 
design.  Dc1, located in the Suburbs, was a converted private residence 
and the activity areas and the dining area were, accordingly, much smaller.  
 
Although no formal assessment either of the abilities of service users, or of 
the level of training of staff, was available, there was no reason to expect 
systematic differences between the centres in this respect.  Both centres 
were run by the same management team, and attendance was determined 
on a catchment system by the address of service users.  
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The Observational Instrument: Validity, Reliability and Scoring 
of the Quality of Interactions Schedule 
Quality of Interactions Schedule scoring/transcript sheets consist of: 
 
1.  Time 
2.  Context 
3.  Verbal/Non-verbal 
4.  Interaction type coding columns.   
 
The context column allows for reporting on further aspects such as which 
type of activity session is being observed, any extra numbers appearing in 
the observational field and further details of non-verbal interactions.  Paper 
and pen transcripts of what is said and done are completed and are then 
used to code the interactions observed as Positive Social (PS), Positive 
Care (PC), Neutral (N), Negative Protective (NP) or Negative Restrictive 
(NR). Examples of the verbal content of interactions coded into Quality of 
Interactions Schedule categories (taken from  the present study) would 
include: 
 
Positive Social (PS) (highest scoring) 
‘Are you going to the cinema tonight then X, the one on y street, down 
town?’ 
Positive Care (PC) 
'Shall we put that back in your Lunch-box, there you are some cream and 
jam, here can I help you with that, you seem to be struggling a bit’ 
Neutral (Ne) 
'You alright' Neutral interactions are usually short, cursory and not very 
involved with the service user 
Negative Protective (NP) 
'X don't do that please' rather typical, involves concern/worry over the 
service user’s safety or that of the staff or another service user, though 
does not explain that concern fully.  
Negative Restrictive (NR)  (lowest scoring) 
'X come and sit down' always said in a negative way, control based 
interactions where the service user is seldom given any explanation. 
 
Each interaction is scored (contemporaneously or post hoc) from 5 = 
Positive Social to 1= Negative Restrictive, i.e. Positive Social interactions 
are regarded as the most desirable form of interaction and Negative 
Restrictive the least desirable.  Frequency counts of the numbers of each 
type of interaction can also be derived, as well as ratio of interaction scores 
which are calculated as the number of interactions observed in an episode, 
divided by the number of residents present, which gives a measure of 
interactions per resident. 
 
The Quality of Interactions Schedule has proved to reliably discriminate 
between different types of settings and over time; within settings it also 
exhibits good inter-rater and intra-rater reliability coefficients (k= 0.67 and 
0.73 respectively, by interaction types, Dean, Proudfoot and Lindesay, 
1993).   
 
Procedure 
 
Following the granting of Medical Ethics Board approval, two Day centres 
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were approached serving a large city of an English Shire county, identified 
as Dc1 and Dc2. 
 
Day centre managers were contacted by phone-calls, letters and a follow-
up visit to obtain approval and discuss the observation to be done. Staff 
and Service-users were informed about the nature of the study and consent 
was obtained collectively and via Day Centre management. 
 
Observation of a ‘typical’ day was built up from 20 minute long 
observational episodes taken over an eight month period, this was the case 
with both Day Centres. The ‘typical’ day ran from 9.30 a.m. to 3.00 p.m., 
thus requiring fifteen twenty minute observation sessions in each day 
centre, and a last session being 30 minutes long as the final sixteenth 
observation episode making up the day.  
 
On each visit, the observer chose a public location within each centre to 
observe from.  Each of the observation episodes were not pre-planned 
regarding which area within the Day Centres to observe and who was to be 
observed, as a pseudo-random selection is implicit in the QUIS method of 
observation.  Practical points such as how clearly people could be heard 
and background noise made observation in the larger congregate areas of 
Dc2 more problematic.  
 
When larger groups were observed this meant effectively concentrating 
upon a small group within the larger group, this was done opportunistically.  
It is an important point of procedure that no pre-planning of observation 
areas or the service-users/staff to be observed was applied, within the 
obvious constraints outlined above.  Private areas were not observed 
 
The observer attempted to sample each observable area possible over the 
8 month period of 16 visits, in each day centre, in order to increase levels of 
confidence that the data collected represented interactions in the whole 
centre, rather than over-representing interactions in one location of the 
centre or one particular activity.   
 
Information on the programmes, policies and procedures of each centre 
was obtained through collecting the literature available from each 
participating day centre, followed up by short, informal discussions with 
Managers.  
 
Data analysis 
 
In line with the above hypotheses, overall rates of interaction were 
compared between both Day Centres and proportions of interactions falling 
into each category were analyzed. Characteristics of observed interactions 
such as verbal and non-verbal features, who initiated interactions and 
length of interactions were also examined.  Programmes, policies and 
activities were looked at to give further contextual information. 
   
Results 
 
QUIS results are expressed both as a simple count by each QUIS category 
by location and ratio of interactions for each setting. Any differences in 
rates of interaction between staff and residents in the two centres was 
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examined by using the interaction ratio (derived from the number of 
interactions observed and the number of residents present per episode) for 
each observational slot and applying the two sample Kolmogorov-Smirnov 
test due to a wide discrepancy in ranges and disparities in sample 
distribution (see Figures 1a and b). The mean interaction rate in DC1 was 
1.77 (range 0.9 – 11.5), the mean interaction rate in Dc2 was 0.72 (range 
0.002 – 5.29. The test demonstrated a significantly higher rate of interaction 
in Dc1 (z=1.95, d.f.= 1,  p<0.001).  
 
Figure 1a: Stem and Leaf Plot by Day Centre Setting 
 
Interaction Ratios Stem-and-Leaf Plot for Day Centre 1 (n=50 service 
users) 
 
 Frequency    Stem & Leaf 
 
     1.00 Extremes    (=<.10) 
     4.00        9 .  0899 
     1.00       10 .  0 
     2.00       11 .  00 
     4.00       12 .  0000 
     1.00       13 .  0 
     1.00       14 .  0 
     2.00 Extremes    (>=2.20) 
 
 Stem width:      .100 
 Each leaf:       1 case(s) 
 
 
Figure 1b. Interaction Ratios Stem-and-Leaf Plot for Day Centre 2 
(n=247 service users) 
 
 Frequency    Stem & Leaf 
 
    10.00       0 .  0000000014 
     3.00        0 .  789 
     2.00        1 .  44 
     1.00 Extremes    (>=5.3) 
 
 Stem width:     1.000 
 Each leaf:       1 case(s) 
 
 
Table 1 charts the frequency of observed QUIS category counts by day 
centre. This is done for category totals over the six hours of observation in 
each setting (for sixteen fixed time samples, fifteen of which were twenty 
minutes, the last sample 3.00–3.30 p.m. was thirty minutes long). Very few 
negative, and few neutral, interactions were observed in either setting, and 
these interactions were therefore collapsed into an overall Neutral/Negative 
category, giving the totals seen in Table 2.  
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Table 1:   Quality of Interactions Schedule Categories, Percentages 
and Totals by Day Centre Setting 
 
QUIS Category 
Type 
 
Dc1 (n=50) Dc2 (n=247) Totals 
Positive Social 
Positive Care 
Neutral 
Negative Protective 
Negative Restrictive 
Totals 
66         
28% 
138       
59% 
23         
10% 
1            
.5% 
4          
1.7% 
232 
77            
45% 
75             
43% 
18             
10% 
0 
3                 
2% 
173 
143      
35% 
213      
53% 
41        
10% 
1 
7            
2% 
405 
 
Table 2:  Positive Interaction Categories, Percentages and collapsed 
Neutral/Negative category by Day Centre 
 
Location 
 
Dc1 (n=50) Dc2 (n=247 Total 
Positive Social 
Positive Care 
Neutral/Negative 
Total 
66          
28% 
138        
59% 
28          
12% 
232 
77            
45% 
75            
43% 
21             
12% 
173 
143      
35% 
213      
53% 
49        
12% 
405 
 
 
Although the persons involved in each interaction were not recorded in the 
QUIS observations, it was assumed that observations could be regarded as 
independent. Given the nominal/categorical nature of the data and 
assumption of independence (see Discussion section), chi-square analysis 
was undertaken on the association between Day Centre and the 
distribution of observations across categories. 
 
A significant difference is seen between observed and expected frequency 
counts: (χ2=12.1, d.f.=2, p<0.01), indicating an association between Day 
Centre setting and the amount of interaction falling into each category. By 
comparison with the expected values, there were less Positive Social, and 
more Positive Care, interactions in Dc1, but more Positive Social, and less 
Positive Care, interactions in Dc2. Further aspects relevant to quality were 
examined, these included the characteristics of interactions such as 
Interactions which are verbal, non-verbal or both verbal and non-verbal.                                           
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Table 3:  Verbal and Non-verbal Aspects of Interactions and 
Percentage of Totals by Setting 
 
Setting 
 
Dc1 (n=50)  Dc2 (n=247) Totals 
Verbal 
Non-verbal 
Verbal + N.V. 
Totals 
137          
59% 
9               
4% 
86            
37% 
232 
138         
80% 
2               
1% 
33            
19% 
173 
275       
68% 
11           
3% 
119       
29% 
405 
 
 
Over twice as many interactions which were both non-verbal and verbal in 
nature were seen in the smaller centre Dc1 (n=50).  A difference between 
observed and expected frequencies is seen regarding whether the 
interaction is verbal, non-verbal or both, by location (χ2=19.89, d.f.=2, 
p≤0.001). By comparison with expected values, in Dc1 there were less 
purely verbal but more purely nonverbal interactions, and more interactions 
involving both verbal and nonverbal aspects. In Dc2, by comparison with 
expected values there were more purely verbal interactions and less of 
both other categories. 
 
Who initiated the interactions was examined by setting, Table 4 charts this 
Staff→Service-user and Service-user→ Staff initiation pattern by setting. 
 
Table 4: Staff and Service-user Initiation of Interaction by Setting 
 
Setting 
 
Dc1 (n=50) Dc2 (n=247) Totals 
Staff 
Service-user 
Totals 
220         
95% 
12            
5% 
232 
153         
88% 
20           
12% 
173 
373       
92% 
32          
8% 
405 
 
 
Chi-square analysis showed a significant relationship between day centre 
and pattern of initiations (χ2=6.37, d.f.=1, p≤0.02). In comparison with 
expected values, there were more staff and less client initiations in Dc1, 
with the opposite pattern in Dc2. 
 
A further aspect was length of interaction expressed as: 1-2 words (very 
short), 3-5 words (intermediate) and 6 and over (longer interactions), the 
premise being greater involvement as the verbal length of interactions 
increases  (see Table 5). 
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Table 5:  Distribution of Lengths of Interactions by Setting 
 
Settings 
 
Dc1 (n=50) Dc2 (n=247) Totals 
1-2 words 
3-5 words 
6 words and 
over 
Totals 
10                  
4% 
51                
22% 
171              
74% 
232           
24                
14% 
31                
18% 
118              
68% 
173             
34       
8% 
82      
20% 
289    
72% 
405 
 
An association was seen between centre and distribution of interaction 
lengths (χ2=12.02, DF=2, P≤0.01). In Dc1 the period between 11.30 am -
3.00 pm was when longer interactions occurred. These were in-depth and 
relatively complex, often explanatory or instructional in nature; embedded 
within activity sessions, structured activities and the lunch period.  The 
same was true of Dc2, though relatively less interaction per-se was seen 
over the lunch period. An artwork session in Dc2 
instructional/demonstrational by context, showed the longest interaction 
observed with more than 28 words.  Not surprisingly an association is seen 
between involvement/engagement and engagement in the above structured 
activities as witnessed by Seed (1988) and Collins and Toft (1999).  
 
Programmes, Policies and Activities   
 
Both centres had a wide and varying range of activities programmes, where 
a relatively high degree of community locations were used.  The information 
gathered is a 'snap shot', and comes from printed centre time-tables and 
short interviews, though the observer through many visits over time got a 
clearer picture of how the centres appeared in terms of their programmes, 
policies and procedures.  Seed (1988), and Collins and Toft (1999) point 
out that Day Centre policies vary both between settings and (my italics) 
over time.  Policy change within Day Centres has been a key Department 
of Health and Government goal instigated in 1971 and still evolving 
(Valuing people, Government White Paper, Department of Health, 2002)   
    
Programmes and activities were assessed in each centre as a percentage 
of total weekly allocated group time-table slots in each respective Day 
centre’s timetable of weekly activities.   
 
The results represent basic community visits/contact as: ‘out and about, 
shopping, outdoor pursuits, environmental projects and community visits’ 
and as social skills in form such as ‘social training, personal presentation 
and interaction/communication’ in the day centre timetables. Leisure, Work 
and Education were also assessed (see Table 6). 
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Table 6:  Percentage of Group Time-Tabled Activities by Type and 
Location 
 
Location 
 
Dc1 (n=50) Dc2 (n=247) Totals 
Leisure 
Work 
Education 
Community 
Social 
20 
23 
1 
3 
5 
20 
28 
1 
5 
6 
40 
51 
2 
8 
11 
 
 
Regarding the ethos of both Day Centres, they produced written material, 
which laid down their basic principles and aims. Informal interview and 
meetings obtained some information on Dc1 and Dc2, though a printed 
‘Quality Framework’ pamphlet served as the main guide for the text that 
follows. 
 
Eleven objectives of these centres were listed within this document; they 
concerned mainly meeting racial, cultural, and individual day-service 
planning needs for service users.  Areas concerning safety, dealing with 
challenging behaviour in a 'creative' way, encouraging independent action 
and generally encouraging positive public perception of those with Learning 
Difficulties through use of community resources, were given high priority. 
Service standards were also set concerning: provision of a prompt 
response to a request for service, providing a non-oppressive service, 
equal access, efficiency and cost effectiveness, high quality information for 
users and carers, complaint handling procedures and planning objectives.   
Discussion 
 
The observational results show both a difference in overall rates of 
interaction between service users and staff, with a higher rate of interaction 
in the smaller day centre. Associations between day centres and 
tendencies towards particular styles of interaction were noted. Few 
negative or neutral interactions were observed in either day centre, but 
when categories of positive interaction were examined, the smaller centre 
showed a higher proportion of “care” oriented interactions, and the larger 
centre a higher proportion of “social” interactions, than would be expected 
by chance. When mode of communication was examined, the smaller day 
centre showed more interactions involving non-verbal aspects, and the 
larger centre more purely verbal interactions, than would be expected by 
chance. When initiation of interactions was examined, in the smaller Day 
Centre there were more staff-initiated and fewer client-initiated interactions 
than would be expected by chance, with the converse pattern in the larger 
centre. Finally, the smaller day centre showed less, and the larger centre 
more, very short (1-2 word) interactions than would be expected by chance.  
The first hypothesis of this study, that there would be a higher rate of 
interaction between staff and service users in the smaller when compared 
with the larger centre was supported. The second hypothesis, that there 
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would be an association between centre size and tendency towards 
positive, rather than neutral or negative, interaction was not supported; the 
overwhelming majority of interactions observed in both centres were 
classed as positive.  
 
Detailed examination of the relationship between the centre in which 
interactions were observed and the style of the interaction, however, 
suggested a complex pattern of association which may be summarised 
overall by suggesting interactions in the smaller centre showed a tendency 
to be care-oriented, to involve non-verbal interaction, to be extended, and 
to be initiated by staff, while in the larger centre more interactions than 
would be expected by chance were purely social in nature, purely verbal, 
very brief, and initiated by service users. 
  
 The current study has a number of limitations both in terms of the 
measures used and in terms of the overall design of the study. Cummins 
(2002) offers the suggestion that to advance understanding of subjective 
features of Quality of Life (QoL), researchers and service delivery agencies 
“understand the measurement characteristics of the subjective QoL 
instruments that they employ”. Validity and reliability limitations concern first 
and most significantly the independence of observations, since the analysis 
(Chi-square) assumes independence of observations. Given that 232 
interactions were coded in Dc1 (with 50 service users attending), and 173 
in Dc2 (with 247 attendees), and given that the numbers of staff involved 
were smaller than the number of service users, it is certain that some of the 
interactions observed involved the same participants, and likely that they 
involved the same pairs of participants, thus potentially compromising the 
independence of the observations coded. I have however argued 
elsewhere (Lindesay and Skea 1997; Skea and Lindesay 1996), that in the 
analysis of interactions between large numbers of service users and staff in 
congregate settings, the number of potential interacting dyads is sufficiently 
large, and the context of each interaction likely to be sufficiently unique, 
that observations can usefully be regarded as independent and chi-square 
analysis be used to explore associations between settings and tendencies 
towards particular styles of interaction.  
 
A second methodological limitation of the present study was that unlike the 
study of Collins and Toft (1999), no assessment of inter-observer reliability 
was undertaken, the author being the sole observer. The Collins and Toft 
(1999) study used two observers and also looked at diary data as 
convergent validity/reliability material).  The present author however was 
trained on the QUIS method where inter- and intra-rater reliability statistics 
were computed as an intrinsic part of this training to ensure correct 
categorisation of observations and agreement between observers.  
 
Comparison between the results of this study and earlier studies in day 
centres for people with learning difficulties is also complicated by 
differences in observational coding categories. Previous studies have used 
a variety of measures. Pettipher & Mansell (1993) presented estimates of 
the percentage of service users’ contact time in which they were in contact 
with staff based on momentary time-sampling data.  Estimating that their 
least able group of clients were in interaction with staff for 14% of their time, 
with the most able group receiving staff contact for 5% of the time.  The 
rates of interaction observed in this study (mean 1.77 interactions observed 
in Dc1  and 0.72 in Dc2 in sessions of approximately 20 minutes’ duration), 
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assuming a notional mean duration of 60s per interaction, would appear to 
broadly correspond to those observed by Pettipher & Mansell (1993).  The 
difference between studies in measures (percentage time versus count of 
interactions) however makes exact comparison impossible. McConkey, 
Morris & Purcell (1999) counted the number of “communicative acts” 
observed in sessions lasting approximately 15 minutes, and reported 
apparently much higher rates of interaction; staff members produced a 
mean of nearly 50 verbal communicative acts and over 18 nonverbal acts, 
the corresponding figures for service users being over 20 verbal acts and 
16 nonverbal acts, within the 15 minute period. McConkey, Morris & Purcell 
(1999) however observed members of staff in 1:1 interaction with service 
users, whereas in this study, as in that of Pettipher & Mansell (1993), 
observations were conducted with many fewer staff than service users 
present. 
 
One fundamental limitation of the present study is that because only one 
smaller and one larger day centre were studied, the possibility cannot be 
discounted that any effects observed were associated with other unknown 
characteristics of the two centres, possibly wholly unconnected with their 
size. Because staff client ratios were not calculated in the present study, 
and the abilities of service users were not formally assessed, the extent to 
which differences in interactions between the two centres were due to 
these factors cannot be assessed. Given the common management and 
admission policies of the two establishments, however, it seems unlikely 
that there would be radical differences in this respect. A strong possibility 
therefore is that the higher rates of staff-client interaction seen in the 
smaller centre result from the fact that the physical layout of the smaller 
centre favoured day-to-day organisation with small groups working with a 
single staff member.  Whereas in the larger spaces of Dc1 pairs of staff 
often worked with larger groups of service users. This possibility would 
correspond to the findings of several studies of residential services which 
have found that adding staff but keeping the client group size the same has 
no effect or only little effect on the amount of engagement/interaction 
(Felce, Repp, Thomas & Ager 1991; Mansell, Felce, Jenkins & De Kock 
1982).  
 
With regard to the quality of interactions, previous research (Felce et al 
2000; Jones et al 1999; Shepherd, Muijen, Dean & Cooney 1995) suggests 
that when users are less able and the environment is particularly large (as 
in Dc2), then more negative interactions can be observed.  Very few 
negative interactions were noted in this study in either day centre.  
Associated with the smaller day centre were increased probabilities that 
interactions would be care-focussed, longer, involve nonverbal 
communication, and be initiated by staff. Associated with the larger day 
centre were increased probabilities of interactions being purely social, 
shorter, purely verbal, and client-initiated. This pattern of associations 
probably does reflect an increased probability of “richer” interactions in the 
smaller centre. 
 
Engagement in meaningful activity, physical presence in the community, 
and range and quality of social interaction with non-disabled people appear 
to have emerged as consensus indicators of quality of residential provision 
and have enabled researchers to assemble a body of data which facilitates 
comparisons between alternative service models in terms of quality and 
costs. The development of such a consensus, together with more and 
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better information on the performance of traditional day centres, would 
appear to be essential if alternative models of service are to be subject to 
rigorous evaluation. 
 
The present results are however consistent with the argument that in day 
services as well as residential services, the quality and quantity of social 
interactions between staff and service users will be affected by 
management and staff deployment as well as by the overall service ‘model’ 
and levels of resourcing. Although Collins and Toft (1999) note that 
increases in levels of engagement observed were due to sessions with 
‘high staff ratios, i.e. crafts, social skills…..’,  Felce (2000) states that  
 
‘Clear allocation of staff to duties and arranging the setting so that staff 
work alone with residents rather than being in the company of other 
members of staff has been shown to be more important in increasing staff 
interaction with residents than increasing the number of staff’  
 
Increasing the quality of staff-client interaction, rather than just its quantity, 
may require that staff be trained in communicational skills in addition to 
‘active support’ (Jones, Perry, Lowe, Felce, Toogood, Dunston, Allen & 
Pagler 1999; McConkey, Morris & Purcell, 1999).  
  
Aspects of planning and procedure observed in the current study are 
broadly comparable with data from Seed’s (1988) Scottish study and 
Collins and Toft’s (1999) information from staff’s activity diaries.  As 
expected, and reflecting some service goals, the greatest planned 
allocation of sessions was for work in both centres; aspects which may 
improve quality of interaction such as community contact and social skills 
based activities were poorly represented. With community activities 
occupying no more than 5% of session time in either centre, the present 
study demonstrates the scale of change which must be achieved if future 
day services are to meet the aspirations expressed in ‘Valuing People’ 
(Department of Health, 2001). 
  
The author has done some provisional work applying findings such as the 
above into staff training and awareness programmes. It is possible to 
implement the QUIS behaviours exhibited by staff above as basic materials 
in systematic role play exercises (Ments 1986) and staff awareness raising 
sessions. Further issues concerning what staff consider QoL to ‘mean’ for 
the people they look after is a further under researched area of interest to 
the present author.     
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Use of Hypnotics in Older People with Mental Illness: 
A Systematic Study of Use in Different Diagnostic 
Groups  
 
Stephen Curran, Debbie Turner, Shabir Musa, Andrew Byrne,  
John Wattis 
 
Abstract  
Aims The objective of the study was to provide observational clinical data 
on psychotropic drugs and especially hypnotics used in older people with 
mental illness.  
 
Method This was an observational, single-centre, one-week prevalence 
study of psychiatric symptoms, disorders and psychotropic/hypnotic   drug 
use in older people with mental illness cared for by the South West 
Yorkshire Mental Health NHS Trust (Wakefield Locality), UK.  
 
Results A total of 593/660 older patients with mental illness (mean±SD 
age, 76±8.1 years) were assessed). 44.5% had dementia (excluding 
vascular dementia) and 33.7% had a mood disorder. Of the total, 20.4% did 
not receive CNS active medication and 46.2% of patients were prescribed 
an antidepressant. In total 130 (21.9%) of patients were prescribed an 
hypnotic and these were more likely to be prescribed to patients with 
depression (35%) compared with other diagnoses (vascular 
dementia=17.2%, dementia=12.1%, schizophrenia and related 
disorders=21.5% and anxiety disorders=27.3%) (Χ2=36.3, p<0.001). 
Zopiclone was the most commonly prescribed hypnotic accounting for 55% 
of all hypnotic prescriptions and was most commonly prescribed to patients 
with depression (Χ2=30.4, p<0.001).  
 
Conclusions: Hypnotics are commonly used in older people with mental 
illness including depression, dementia, schizophrenia and anxiety 
disorders. They are significantly more likely to be prescribed to patients 
with depression compared with other diagnostic groups and zopiclone was 
the most commonly prescribed hypnotic accounting for 55% of hypnotic 
prescriptions. Hypnotics were generally well tolerated and patients were 
broadly satisfied with their medication.  
 
Key words: psychotropic’s, hypnotics, older people, mental illness 
 
Introduction 
 
Insomnia is a common complaint affecting approximately one-third of the 
UK population in any one year. It is more common in women, in the elderly 
and in those with psychiatric disorders (Shapiro, 1993). More than 10 
million prescriptions for hypnotics continue to be dispensed each year in 
England alone, mostly for benzodiazepines and drugs with similar actions 
such as zaleplon, zolpidem and zopiclone (so-called “Z-drugs”) 
(Department of Health, 2005). Approximately 80% of these prescriptions 
are for those aged 65 years or older (Curran et al., 2003). Despite 
recommendations for short term use, a significant proportion of people 
remain on these drugs for months or even years (Taylor, et al., 1998). 
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Primary insomnia is defined as a difficulty initiating or maintaining sleep or 
experiencing non-restorative sleep that results in clinically significant 
distress or impairment in functioning (America Psychiatric Association, 
1994) (Table 1). For a diagnosis of primary insomnia, the sleep problem 
cannot be attributed to a medical, psychiatric, or environmental cause (such 
as drug abuse or medications) whereas secondary insomnia denotes 
insomnia due to causes such as these. 
 
Table 1:  DSM-IV Diagnostic Criteria for Primary Insomnia  
A. Difficulty with initiating or maintaining sleep, or non restorative 
sleep, for at least 1 month.  
B. The sleep disturbance (or associated daytime fatigue) causes 
clinically significant distress or impairment in social, occupational, or 
other important areas of functioning.  
C. The sleep disturbance does not occur exclusively during the course 
of narcolepsy, breathing-related sleep disorder, circadian rhythm 
sleep disorder, or a parasomnia.  
D. The disturbance does not occur exclusively during the course of 
another mental disorder (for example, major depressive disorder).  
E. The disturbance is not due to the direct physiological effects of a 
substance (e.g., a drug of abuse, a medication) or a general medical 
condition. 
 
The cause of insomnia is important as this will influence management and 
may help avoid having to use drug treatments (Maczaj, 1993). Causes of 
insomnia include physiological (e.g. shift-workers and excessive exercise), 
psychological (e.g. distressing life events), psychiatric (e.g. depression, 
anxiety and dementia), physical (e.g. poorly managed pain), 
pharmacological (e.g. stimulant drugs) and idiopathic (primary insomnia) 
(Wheatley, 1986). The risk of primary insomnia increases with age and may 
be related to changes in circadian rhythms also associated with increasing 
age (Bliwise, 1993). 
 
The management of insomnia includes having a clear understanding of the 
aetiology and managing this appropriately. For primary insomnia simple 
measures should be tried first and attention to sleep hygiene (e.g. room 
temperature, ambient lighting and sound levels, diet etc) can be very 
effective.  Pharmacological treatments should only be tried when these 
simple measures have been tried. The ideal hypnotic would induce sleep 
rapidly, keep patients asleep without disrupting sleep architecture, have no 
adverse effects, produce no next-morning sedation, lack dependence and 
rebound insomnia, and be safe in the medically unwell and in overdose. No 
drug satisfies all these criteria so these drugs need to be used with caution, 
especially in older people. Guidance from national advisory bodies has 
recommended that hypnotics should only be used in the short-term for the 
treatment of insomnia (Royal College of Psychiatrists, 1997, National 
Institute for Health and Clinical Excellence (NICE), 2004, Joint Formulary 
Committee, 2004). In April 2004, NICE guidance was also published on the 
use of zaleplon, zolpidem and zopiclone for the treatment of insomnia. 
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Table 2: NICE Guidance on zaleplon, zolpidem and zopiclone for 
the management of insomnia 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Benzodiazepines replaced barbiturates as the main treatment for primary 
insomnia over the past 30 years or so. Although these drugs were initially 
welcomed, problems arose with their indiscriminate use. Hypnotics may be 
classified in a variety of ways and no one approach is universally accepted. 
However, the classification into benzodiazepine and non-benzodiazepine 
drugs is clinically useful (Hindmarch and Currie, 1995). Classification based 
on half-lives is also clinically meaningful e.g. short-acting (oxazepam) and 
longer acting (nitrazepam). The gamma-aminobutyric acid (GABA) receptor 
is the site of action of most hypnotic drugs (Doble, 1999) but classification 
based on sites/modes of action are not very helpful from a clinical 
perspective (Vermeeren, 2004). 
 
A detailed review of hypnotics is beyond the scope of this paper. However, 
there is a good evidence base for hypnotic drug use in younger people but 
less so in relation to older people despite the fact that most prescriptions for 
hypnotics are for older people.  A meta-analysis of 24 randomised 
controlled trials (involving 2417 participants) compared potential benefits 
and risks of short-term treatment with sedative hypnotics in people aged 60 
years or over with insomnia (Glass 2005). The authors concluded that 
improvements in sleep were statistically significant. However, the increased 
risk of adverse events was also statistically and clinically significant 
including falls and cognitive impairment. The authors queried whether the 
clinical benefits could be justified in view of the prevalence and severity of 
the adverse events. There have also been a number of studies which have 
focused specifically on older people (Barbera 2005; Duran 2005; Melton, 
2005; Moen et al 2006; Halas 2006).  
 
Despite the availability of both established and newer hypnotics for the 
treatment of insomnia, further research is necessary to inform the evidence 
base for best clinical use in older people. The aim of the present study was 
• NICE recommends that doctors should consider using non-
medicine treatments, and then, if they think that a hypnotic
medicine is the appropriate way to treat severe insomnia that is
interfering with normal daily life, they should prescribe one for only
short periods of time and strictly according to the licence for the 
drug.  
• Because there is no firm evidence of differences in the effects of 
zaleplon, zolpidem, zopiclone and the shorter-acting 
benzodiazepines, NICE recommends that doctors should prescribe
the cheapest drug, taking into account the daily dose required and 
the cost for each dose.  
 
• Treatment should only be changed from one of these hypnotics to
another if side effects occur that are directly related to the
medicine.  
 
• If treatment with one of these hypnotic medicines does not work,
the doctor should not prescribe one of the others.  
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to provide a better understanding of hypnotic drug use in older people with 
mental illness and particularly hypnotic drug use in different diagnostic 
groups.  
 
Method  
 
Study design 
 
This was an observational, single-centre, one week prevalence study of 
psychiatric symptoms, disorders and psychotropic drug use, especially 
hypnotic drug use carried out in the Wakefield District (UK),  South West 
Yorkshire Mental Health NHS Trust, UK over 12 months in 2003/2004. The 
population in the District consisted of approximately 55,000 people aged 65 
years or older. The service provided for this population consisted of two 
acute wards, one day-hospital, outpatient clinics for three consultant teams, 
three Community Units for the Elderly, and two Community Mental Health 
Teams.  The study was approved by the Wakefield Research Ethics 
Committee. 
Patient selection  
 
All consenting patients under the care of psychiatric services for older 
people in the Wakefield District were included in the study. Patients 
identified from Trust records were contacted by a Research Nurse to ask if 
they would like to take part in the study. All patients and caregivers 
received an information sheet before taking part in the study and gave 
written consent.  
 
Assessments  
 
The Research Nurse undertook a detailed clinical assessment. The clinical 
assessment lasted approximately one hour and included demographic 
details, history of current and previous mental illness, a history of past and 
current physical illness, diagnosis, treatment response (classified as first 
episode, stable-dissatisfied, stable-satisfied, treatment resistant, and 
uncontrolled) and medication use and tolerability. In addition drug side-
effects were also assessed using the Psychosis Evaluation Tool for 
Common use by Caregivers (PECC) (Lindstrom et al., 1997).  The PECC 
was specifically designed to be used by health care workers including 
nurses and evaluates a range of drug side-effects. The reliability and 
validity of PECC has been described in both younger and older people (de 
Hert et al., 1999).  
 
The clinical assessment also included an interview with the caregiver, 
discussions with medical and nursing staff and a review of medical notes 
including GP records. This specifically included a review of patients’ current 
physical health and laboratory and other investigations.  
 
Prior to undertaking the study the Research Nurse attended a three-day 
training course to standardise the clinical assessment procedures.   
 
Patients were assessed in a variety of settings including the two acute 
wards, Out Patient (OP) clinics, the three Community Units for the Elderly 
and in their own homes. The assessment took approximately one hour to 
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complete and after the assessment a copy was made available to the 
appropriate clinical team. Diagnosis was based on DSM-IV criteria (APA, 
1994). Some patients attended several parts of the service e.g. day hospital 
and OP clinic but they were only included once.  
 
Side-effects were based on the previous seven days and a standardised 
protocol was used for defining and scoring individual side-effects. Side-
effects were measured on a four-point scale (1=absent; 4=severe, obvious 
influence on functioning, intervention necessary).    
 
Statistical analysis 
 
Statistical analyses were carried out using SAS/STAT software (version 
8.12).  Comparisons of continuous variable used ANOVA, and pair-wise 
comparisons (Chi squared test - χ2, Cochran-Mantel-Haenzel test) for 
categorical variables were performed with adjustment for multiple 
comparisons employing the Tukey-Kramer’s method. 
 
Results  
 
Patient characteristics 
 
Of a total of 660 older patients, 593 (89.8%) patients took part in the study. 
293 patients (approximately 50%) had a diagnosis of dementia with 4.9% of 
the total population having vascular dementia (VaD).  Of the remaining 
patients 200 (33.7%) had an affective disorder and 65 (11%) schizophrenia 
or a related disorder. In addition, the majority of patients had had their 
mental illness for a relatively short mean period – 0.4 years for patients with 
VaD and 1.7 years for patients with schizophrenia and related disorders.   
Sixty-nine percent (n=409) of patients were female and there were more 
females (≥67%) in each diagnostic category (χ2, p=0.001), with the 
exception of VaD dementia (males n=19, 65.5%; females n=10, 34.5%).   
 
Psychoactive drugs 
 
Of the 593 patients, 121 (20.4%) did not receive a psychoactive drug.  A 
total of 304 (51.3%) patients were taking an antipsychotic, 274 (46.2%) an 
antidepressant, 125 (21.1%) an antidementia drug, 29 (4.7%) an 
anticonvulsant, 29 (4.9%) anticholinergic drug, 42 (7.1%) an anxiolytic and 
130 (21.9%) a hypnotic. 
 
Intake of hypnotics 
 
In total 130 (21.9%) of patients were prescribed an hypnotic and these 
were more likely to be prescribed to patients with depression (35%) 
compared with other diagnoses (VaD=17.2%, dementia=12.1%, 
schizophrenia and related disorders=21.5% and anxiety disorders=27.3%) 
(Χ2=36.3, p<0.001). Zopiclone was the most commonly prescribed hypnotic 
accounting for 55% of all hypnotic prescriptions. Zopiclone was most 
commonly prescribed to patients with depression (22%) compared with 
vascular dementia (10.3%), dementia (5.7%), schizophrenia and related 
disorders (7.7%) and anxiety disorders (15.2%) and these differences were 
significantly different (Χ2=30.4, p<0.001). The five most commonly 
prescribed hypnotics are listed in Table 3. In addition, one patient was 
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using phenobarbitone (long-term) and one patient low dose amitriptyline as 
hypnotics.  
 
Table 3: The five most commonly prescribed hypnotics in 593 older 
people with mental illness (mean and median doses in mg) 
 
Drug 
 
N Mean dose in mg Median dose in mg 
Zopiclone 
 
70 11.9 7.5 
Temazepam 29 13.3 10 
 
Nitrazepam 15 7.2 5 
 
Diazepam 9 5 5 
 
Zolpidem 5 6 5 
 
  
Evaluation of side-effects 
 
There was a statistically significant difference between the different 
diagnostic groups for the mean scores of anticholinergic side-effects 
(F=2.9, p=0.02) and EPS (F=15.6, p<0.001).    Patients with schizophrenia 
and related disorders had significantly higher levels of anticholinergic and 
EPS side-effects. Hormonal side-effects were not significantly different 
between the diagnostic groups (F=0.3, p=0.87).  
 
Hypnotic’s drugs were generally well tolerated with very few reported side-
effects and no serious adverse events were recorded. No patient was 
prescribed medication outside British National Formulary (BNF) 
recommended doses. Drowsiness the following morning was the most 
common side-effect. This was usually mild but was significantly more likely 
to occur in patients with depression and the degree of following-morning 
drowsiness was significantly different from other diagnostic groups 
(ANOVA, F=7.8, p<0.001).  In addition, treatment response and patient 
satisfaction to hypnotic use were rated as “satisfied” for the majority of 
patients (n=121, 93.1%) with 6 patients (4.6%) rated as “dissatisfied” and 
only 3 patients (2.3%) rated as “very dissatisfied”.  
 
Discussion  
 
The use of hypnotics in older people is a relatively neglected area of 
research particularly in clinical populations. The recent NICE publication is 
welcome but it makes no specific mention of hypnotic use in older people 
and particularly those with mental illness.  
 
The principal objective of this study was to obtain a better understanding of 
the use and tolerability of hypnotic drug use in older people with mental 
illness in the wider context of psychotropic drug use and in different 
psychiatric diagnostic groups.   
 
This study confirms that hypnotics are commonly prescribed to older people 
with mental illness with 21.9% of all patients prescribed one of these drugs. 
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Patients with depression were most likely to be prescribed a hypnotic (35%) 
but patients in other diagnostic groups were also commonly prescribed 
these drugs including vascular dementia (17.2%), Alzheimer’s disease 
(12.1%), schizophrenia and related disorders (21.5%) and anxiety disorders 
(27.3%). In addition, hypnotics were generally well tolerated but patients 
with depression were more likely to experience following-morning 
drowsiness compared with other diagnostic groups. This might be because 
patients with depression often experience early morning tiredness 
irrespective of hypnotic drug use. The range of hypnotics used was 
relatively narrow and only five were commonly used including zopiclone, 
temazepam, nitrazepam, diazepam and zolpidem. Use of diazepam as a 
hypnotic was concerning because of its very long half-life in older people 
but evidence for major following-morning drowsiness was not found. In 
addition, the mean dose of diazepam was only 5 mg/day which is relatively 
low. Only one patient was prescribed low dose amitriptyline as a hypnotic 
and one patient continued to take phenobarbitone as a hypnotic. 
Phenobarbitone had been prescribed for several decades and had been 
continued because of difficulties withdrawing the drug. The use of low dose 
TCAs has been debated in the management of insomnia but the evidence 
base is very limited and the use of tricyclic antidepressants is not generally 
recommended for the management of insomnia. Reassuringly, no patient 
was prescribed more than one hypnotic and all patients were prescribed 
within BNF recommended limits. In addition, over 90% of patients reported 
feeling “satisfied” with their hypnotic treatment.  
 
In this study hypnotics were prescribed within BNF limits, side-effects were 
mild and the majority of patients were satisfied with their treatment. Drugs 
such as diazepam should probably be avoided in the management of 
insomnia because of the potential for significant next morning drowsiness. 
A greater emphasis should be placed on identifying treatable causes such 
as depression combined with patient education and sleep hygiene advice. If 
drugs are used the z drugs are preferable including zopiclone, zolpidem 
and zaleplon but they should be prescribed only for relatively short periods. 
Unfortunately most of the research in this area has focused on younger 
people. More research specifically in older people with mental illness is 
needed if the management and particularly the pharmacological 
management of insomnia in this neglected group are to gain greater 
prominence and become more evidence based.  
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